Case report A 23 year old man presented with a two week history of dyspnoea on exertion and generalised swelling of the body. He had been treated at another hospital for a sore throat two weeks before. There was no family history of anaemia.
Isolated infective endocarditis of the pulmonary valve is uncommon. It usually occurs with endocarditis of the tricuspid valve in heroin addicts or in patients with congenital heart disease."-However, in a recent report of 12 cases, only the pulmonary valve was affected in seven patients. 2 We report a further case of isolated infective endocarditis of the pulmonary valve. Fragmentation haemolysis was an unusual complication. It resolved during antibiotic treatment.
Case report
A 23 year old man presented with a two week history of dyspnoea on exertion and generalised swelling of the body. He had been treated at another hospital for a sore throat two weeks before. There was no family history of anaemia.
He was feverish, pale, and had slight ankle oedema. The pulse rate was 72 beats per minute and it was regular and bounding in character. The blood pressure was 130/60 mm Hg. The jugular venous pressure was elevated to 5 cm and there was hepatomegaly (3 cm) . At the heart apex there was a soft, short, systolic murmur, and at the left sternal border there was a harsh, low pitched, early distolic murmur that increased on inspiration. There were no splinter haemorrhages, clubbing of the fingernails, splenomegaly, or petechial haemorrhages. pulmonary manifestations caused by emboli from the infected valve. In the later stages, as pulmonary hypertension supervenes, the murmur is indistinguishable from aortic regurgitation.6 In our patient diagnosis was made more difficult because earlier treatment with antibiotics meant that blood cultures were negative. When endocarditis of the pulmonary valve is suspected in this situation, echocardiography is extremely useful. In the appropriate clinical setting, the demonstration of vegetations on the pulmonary valve confirms the diagnosis. Echocardiography should be performed early to avoid delay in starting antibiotic treatment. In this patient, echocardiography also helped to confirm that the findings on the chest radiograph three weeks after treatment were the result of pulmonary infarction caused by embolisation of vegetations from the pulmonary valve.
In our patient fragmentation haemolysis was an unusual feature which initially directed attention away from infective endocarditis. Anaemia is common in infective endocarditis, and it is usually normochromic anaemia, but hypochromic microcytic anaemia is also well recognised. Fragmentation haemolysis has been described only in rare instances, and pathogenic mechanisms include disseminated intravascular coagulopathy, thrombotic thrombocytopenic purpura, and mechanical damage to red cells by vegetations. Disseminated 
